A 68-year-old female patient was referred due to clinical and echocardiographic findings compatible with pulmonary hypertension. Her medical history revealed a unilateral nephrectomy operation 19 years earlier due to a benign mass in the right kidney. The lung fields were clear. A 3/6 loud systolic ejection murmur originating from the upper abdomen, which radiated to the left parasternal border was discerned. Two-dimensional echocardiography revealed normal-sized left heart chambers with an ejection fraction of 60% and no significant left-sided valvular disease. The right ventricle and right atrium were slightly dilated with mild-to-moderate tricuspid valve regurgitation. A dilated (24 mm) non-collapsing inferior vena cava and severe pulmonary hypertension (60 mm Hg) were also noted. (Fig. A , Video 1 * ) An intracardiac shunt was not detected via transesophageal echocardiography. An abdominal computed tomography (CT) showed a tortious aortocaval fistula originating from the remnant of the right renal artery (Fig. B ). It was thought that this arteriovenous fistula (AVF) was probably linked to vascular injury dating to the nephrectomy performed 19 years prior. On cardiac catheterization, the pulmonary capillary wedge pressure and mean pulmonary artery pressure (PAP) were determined to be 5 mmHg and 33 mmHg, respectively. Using the indirect Fick method, pulmonary flow was calculated at 12.7 L/minute, which yielded a pulmonary vascular resistance of 176.8 dynes/second/cm -5 (2.2 Wood units). The tract of the aortocaval fistula was visualized with aortography ( 
